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Table 3: Population and Proportion of 65+ Inhabitants

Country

Population (million)

No. Citizens 65+

Proportion of population (%)

Austria’

8.4

15

173

Belgium

10.8

MK

17.0

65.0
(including overseas
population)

" ——

Germany

818

Ireland”

45

60.3

9.4

Italy
The Netherlands
Norway
Portugal

Spain

Sweden
Switzerland

7.8

United Kingdom

61.0

Source: OECD (2011)(unless stated otherwise)
! Statistics Austria 2012

? Central Statistics Office Ireland (2011)
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Leandro Pecchia, PhD
EVALUATION OF SHORT-TERM EFFECTIVENESS OF R e o
THE DISEASE MANAGEMENT PROGRAM UrivrsiyFedrico Il of Napls
“DLPRO.DL” ON CONTINUITY OF CARE OF o
PATIENTS WITH CONGESTIVE HEART FAILURE B

Table 1. Rehospitalizations and Hospital Length of Stay
According to Group in the 3 Months After Discharge

Treatment Group

Control Before After
Group Di.Pro.Di*  Di.Pro.Di
Outcome (n=18) (n=6) (n=16)

Rehospitalizations, n
Patients rehospitalized 1
Rehospitalizations 17 11
Length of hospital stay
Days per group, n 234 69
Days per patient, 13.0+7.7 11572

mean + standard
deviation

*Disease management program “Dimissione Protetta Difficile” (Di.Pro.Di).

CONCLUSION

Di.Pro.Di significantly reduced number of rehospitaliza-
tions and hospital length of stay. A possible reason is that
Di.Pro.Di allows patients to be fully stabilized before com-
plete discharge. As in other DMPs, Di.Pro.Di improved the
education of patients and families, improving adherence to
therapy and lifestyle after discharge. These preliminary re-
sults suggest that Di.Pro.Di improves the effectiveness of
care for elderly patients with CHE.

JAGS AUGUST 2010-VOL. 58, NO. 8







Maria, 90 anni

*Dimessa il pomeriggio dalla nostra M.U. per shock
settico end-stage

7 figli di cui 2 al Nord
“il professore ha detto che deve fare la dialisi!”
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Chronic pain in older adults: prevalence, incidence, and risk factors

C Larsson', EE Hansson?, K Sundquist'?, U Jakobsson'

'Centre for Primary Health Care Research, Lund University/Region Skane, Malmd, Sweden
Department of Clinical Sciences in Malmé/Family Medicine, Lund University, Malmé, Sweden
3Stanford Prevention Research Center, Stanford University School of Medicine, Stanford, CA, USA

Invited to participate
n = 20

Participants al haseline
n=1141

Non-respondents, n = B59

Reasons for non-participation:

Deceased, n= 13

Address unknown, n = 12

Diid nod want to participate, n = 56 (vision problems, too tired, too
many probrlems, participating in other study, too healthy, too old,
language problems, away)

Could not participate due to disease, n = 23 (dementia, aphasia,
injured, stroke)

Mo reason given: 755

Completed follow-up (12 months)
n=T82

MNon respondents, n = 359

Reasons for non-participation

Deceased, n= 10

Aubdiress unknown, n=5

Participated at baseline but declined further participation, n = 24
Emigrated, n= 1

Diid not want to participate, n = 20 (away. too healthy, tired, work)
Could not participate due to disease, n = 6 ({dementia. not feeling well,
visual problems, stroke, reading difficulties)

Mo reason given: 318

Completed follow up (24 moaths)
n =843

Figure 1. Flowchan of pasticipents included i the corent stdy.

MNon respondents, n = 298

Reasons for non-participation:

Deceased: n = 51

Adddress unknown, n= 17

Participated previously but declined further participation, n = 46
Emigrated. n = |

Could not participate due (o disease, n= 13

Sent back withowt being filled in. n= 3

Mo reason given: 168
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Chronic pain in older adults: prevalence, incidence, and risk factors

C Larsson', EE Hansson?, K Sundquist'?, U Jakobsson'
'Centre for Primary Health Care Research, Lund University/Region Skane, Malmd, Sweden

ZDepartment of Clinical Sciences in Malmd/Family Medicine, Lund University, Malmd, Sweden
3Stanford Prevention Research Center, Stanford University School of Medicine, Stanford, CA, USA

Table 3. Pain characteristics at baseline in participants reporting chronic pain®, divided by age strata.

Total sample 65-74 years 75-84 years z B5 years
(n = 433) (m = 247) in =122) {n = 59)

Pain duration (years), median (g3—q1) 5.00 (14.00-2.00) 5.00 (14.00-2.00) 5.00 {15.00-2.00) 3.5 (10.00-2.00)
Pain intensity, mean (sd) range T 3.22(1.07) 1-6 3.16 (1.06) 1-6 3.30 (1.04) 1-5 3.34 (1.38) 2-6
Received any diagnosis for their pain (%) 66.5 69.1 58.6 137
Primary pain location (%)
Upper extremities 134 156 99 123
Shoulder/neck 10.2 122 5.4 105
Lower exiremities 30.7 26.2 342
Thorax/abdomen 4.6 38 12
Back/pelvis 34 350 36.0
Head 349 4.2 36
Other 29 3.0 3.6
More than one pain location (%) 435 439 385
Using pain medications (%) 58.2 46.3 68.8
MPI score, mean (sd)
Pain severity 3.01 (1.06) 3.03 (1.04) 3.17 (1.05) 3.28 (1.17)
Interference 3.14 (1.67) 2.89 (1.57) 3.29 (1.78) 3.88 (1.62)
Life control 4.52 (1.30) 4.70 (1.27) 4.39 (1.34) 4.00 (1.49)
Affective distress 2.36 (1.33) 2.28 (1.30) 254 (1.39) 240 (1.14)

MPI, Multidimensional Pain Inventory (MPI score ranging between 0 and 6: high score indicates high pain severity, interference, life
control, affective distress).

* Pain of duration = 3 months.

T Pain intensity = "average level of pain in the last week’, measured using a five-point Likert scale with answers ranging from "No
pain at all' to Tremendous amount of pain”.
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Chronic pain in older adults: prevalence, incidence, and risk factors
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Predictors for persistence of chronic pain were female

gender, reporting higher pain intensity, longer pain dura-

tion, and more than one pain location. No stable predic-
Conclusions tors could be identified for the onset of chronic pain.

The results show that the prevalence of chronic pain was
common, stable over time, and increased at the age of 85.
Although the pain was often of long duration and persis-
tent, our results show that both recovery and onset of pain
occurred in old age, with an incidence of 5.4% per year.
Pain characteristics, such as intensity/severity, duration,
and number of locations, rather than age-related symp-
toms and psychosocial variables, were able to predict the
persistence of chronic pain among older women but not
among men. Our findings highlight the importance of
early pain management in the prevention of future pain
and merit further investigation into the causality of
chronic pain among older adults.




Table 1 Estimated incidence of chronic postoperative pain and disability after selected surgical
procedures! [72]

% of Patients

Estimated Incidence Estimated Chronic Severe United States Surgical
of Chronic Pain (Disabling) Pain (>5 out of 10) Volumes (1000s}

Amputation 30-50 10 159 (lower limb only)
Breast surgery {lumpectomy and 20-30 10 479
mastectomy)
Thoracotomy 3040 Unknown
Inguinal hernia repair 10 609
Coronary artery bypass 30-50 598
Caesarean section 10 220

T Gall bladder surgery not included, since preoperative diagnosis of pain specifically from gall bladder is difficult, and persistent
postoperative pain could therefore be related to other intra-abdominal disorders.

Sinatra, Pain Med, 2010
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PAIN SCORES AMONG EMERGENCY DEPARTMENT (ED) PATIENTS: COMPARISON
BY ED DIAGNOSIS

Catherine A. Marco, mp, racep, William Kanitz, ss, and Matthew Jolly, es
Department of Emergency Medicine, Universty of Toledo College of Medicine, Toledo, Ohio
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|:> DOLOPLUS2 (Wary et al, 1992,
France)

ECPA- I'Echelle Comportamentale
pour le Personne Agées (Alix et
al, 1993, France)

+ ECS- I'Echelle Comportamentale
simplifée (Baulon et al, 1995,
France)

« The Observational Pain Behaviour
Tool (Simons &Malabar, 1995,
UK)

« CNPI- Checklist of Non-verbal
Pain Indicators (Feldt et al, 2000,
USA)

PACSLAC- Pain Assessment
Checklist for Seniors with Limited
Ability to Communicate
(Hadjistavropoulos et al, 2002,
Canada)

[:) PAINAD- Pain Assessment in

Advanced Dementia (Warden,
Hurley and Volicer, 2002, USA)

PADE- Pain Assessment in
Dementing Elderly (Villanueva et al,
2003, USA)

RaPID- Rating Pain In Dementia
(Sign &Orrel, 2003, UK)

The Abbey Pain Scale (Abbey et al,
2004, Australia)

NOPPAIN- the NOn communicative
Patient’'s Pain Assessment
INstrument (Snow et al, 2004, USA)

Pain Assessment Tool for Use with
Cognitive Impaired Adults (Davies et
al, 2004, Australia)

PATCOA- the Pain Assessment Tool in

Confused Older Adults (Decker & Perry,
2003)

Quale scegliereste?




ORIGINAL ARTICLE

Intervention Study with Algoplus®: A Pain
Behavioral Scale for Older Patients in the
Emergency Department

Fares Moustafa, MD*; Nicolas Macian, MSc'; Fatiha Giron, BSc';
Jeannot Schmidt, MD, PhD*; Bruno Pereira, PhD; Giséle Pickering, MD, PhD,
DPharm™%1

*Emergency Department, CHU, Clermont-Ferrand; 'CHU Clermont-Ferrand, Clinical
Pharmacology Department, Clermont-Ferrand; *CHU Clermont-Ferrand, Biostatistics Unit,
Clermont-Ferrand; SInserm 1107 and 1405, Clermont-Ferrand; YPharmacology Department,

Medical Faculty, Clermont University, Clermont-Ferrand, France

L Evaluation de la douleur Identification du patient
S . Echallo d'évaluation comportementale
L(S LU o lo douleur aigus chez ko parscrne tgée
présenont dos froubles
dola communicatcn verbale

m L’échelle comporte cing items (domaines d’observation).
La présence d’un seul comportement dans chacun des
items suffit pour coter « oui » I'item considéré

La simple observation d’'un comportement doit impliquer
sa cotation quelles que soient les interprétations
étiologiques

En pratique, pour remplir la grille, observer dans 'ordre :
Les expressions du visage
Celles du regard
Les plaintes émises
Les attitudes corporelles
Le comportement général

Chaque item coté « oui » est compté un point et la somme
des items permet d’obtenir un score total sur cing.

*Ratetal. EurJ Pain(2010) Collectif DOLOPLUS: www.doloplus.com

@ 2016 World Institute of Pain, 1530-708516/815.00
Pain Practice, Volume ee, [ssnue w, 2016 se—se

: - 1
Na 11

Figure 1. Analgesics prescriptions before and after intervention
with Algoplus™. NRS, numeric rating scale; OPE, other pain
evaluations; A, Algoplus®.

NRS RNRS OPE OPE
* +
A A
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Older US Emergency Department Patients are Less Likely to
Receive Pain Medication than Younger Patients: Results from a
National Survey

Timothy F. Platts-Mills, MD,

Department of Emergency Medicine and Department of Anesthesiology, University of North
Carolina Chapel Hill, 101 Manning Drive, CB #7010, Chapel Hill, NC 275998-7010
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Research Paper

Pain, agitation, and behavioural problems in people
with dementia admitted to general hospital wards:
a longitudinal cohort study

Elizabeth L. Sampson®®*, Nicola White®, Kathryn Lord®, Baptiste Leurent®, Victoria Vickerstaff®, Sharon Scott?,
Louise Jones®

Table 4
Prescription of analgesia to people with dementia during
acute hospital admission.

At baseline During
(n = 230) admission*
(n = 185¢1)

% n %

Paracetamol
None 30 48 26
Regular 45
As required 25
Nonsteroidal anti-inflammatory drugs
None 99
Regular 1
As required 0 0
Opiates
None 155 67
Regular 32 14
As required 413 19
* Data from any assessments after baseline.

t Forty-three participants had only 1 assessment (at baseling) and 2 had missing data on analgesic
prescribing at follow-up.

April 2015 » Volume 156 « Number 4 www.painjournalonline.com
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Patologia di
nuova insorgenza

Adverse drug effect -
misinterpreted as

Ig _\é

Adverse drug effect —\_\_‘_.
Cascata delle Rochon, P. A et al. BMJ 1997:315:1096-9

prescrizioni




National Surveillance of Emergency Department
Visits for Outpatient Adverse Drug Events

ePer due anni (2004 e 2005) sono state registrati
gli accessi per sospette ADR in 63 DEA di ospedali

USA, rappresentativi della realta degli Stati Uniti.
eSono stati registrati 21.298 ADR, cioe 2,4 casi per
1000 abitanti.

eGli individui >65 anni avevano una probabilita
due volte e mezzo maggiore di andarein PS e di 8
volte di essere ricoverati per un’/ADR




Figure. Estimated Annual Incidence of Adverse Drug Events Treated in US Emergency
Departments

0
0 % 10 12 20 25 30 3% 40 45 %0 55 S0 €5 7O TS 80 es 200
Pabiartt Age, y

The estimated annual population rate of adverse drug events (dotted line) & 2.4 per 1000 (95 % confidence
interval, 1.7-3.00. Ermor bars represent 95 % confidence intervaks. Data are from the 2004-2005 National Elec-
tronic Injury Surveillance Systern—Cooperative Adverse Drug Event Surveillance progect.




Table 2
Ten Most Commonly Administered Potentially Inappropriate
Medications in Sample of Interest

Estimated Percentage

Promethazine

Ketorolac

Number

of Visits

95% ClI

5,889,976
3,696,637
3,043,306

5.08
3.19
2.63

4.87-5.29
3.03-3.35
2.50-2.75

2.26-2.55
1.10-1.25
1.08-1.25
0.76-0.88
0.72-0.84
0.47-0.57
0.31-0.39

2,785,735 2.40
Diphenhydramine 1,360,910 1.17
Clonidine 1,293,805 1.16
Hydroxyzine 930,219 0.82
Diazepam 898,733 0.78
Cyclobenzaprine 601,431 0.52
Nifedipine 405,871 0.3b

Meperidine

Weighted estimate for total number (and percentage) of visits
associated with most common prescribed/administered
PIMs in the target population from 2000-2006.

“Eliminare I'impiego dei primi due farmaci in classifica
ridurrebbe del 40% il totale delle somministrazioni
potenzialmente inappropriate”

MEURER, ACAD EMERG MED, 2010



Fra gli analgesici, quali dovremmo evitare?




Table 4
Inappropriate medications in the elderly

Medication (with example)

Reason for status

Amphetamines/anorexic agents

Analgesics
Pentazocin

Meperidine
Indomethacin
Ketorolac
NSAIDs

Antianxiety agents/sedative/hypnotics
Long-acting benzodiazepines
Short-acting benzodiazepines
Barbiturates

Meprobamate

Antiarrythmic agents
Disopyramide

Amiodarone

Potential for dependence, hypertension,
angina, myocardial infarction

CNS adverse effects, also mixed agonist-
antagonist

Not as effective as other narcotics

CNS adverse effects

Potential for GI bleed

Potential for GI bleed, renal failure, high
blood pressure, heart failure

Highly addictive, cause more side effects
than sedative/hypnotics

Better alternatives available

Smaller doses are safer

Highly addictive; better alternatives
available

Highly sedating anxiolytic; need to withdraw
slowly

Negative 1ontrope, can cause heart failure;
strong anticholinergic

Lack of efficacy in older patients, prolong
QT interval/torsades

BLANDA, EMERG MED CLIN N Am, 2006
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Italian intersociety consensus on prevention, diagnosis,
and treatment of delirium in hospitalized older persons
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IL DELIRIO NELL’ANZIANO:

E molto piu frequentemente

correlato ad un’inadeguata
analgesia piuttosto che ad un
effetto avverso da oppiacei




IL DELIRIO NELL’ANZIANO:

*In pazienti con deficit cognitivo:
4 volte piu frequente in coloro che ricevono 10
mg/die di morfina rispetto a coloro che ne

ricevono >30 mg/die

*In pazienti senza deficit cognitivo:
25 volte piu frequente in coloro che ricevono le
dosi piu basse di morfina

MORRISON ET AL, J PAIN SympTOoM MANAG, 2000



Efficacy of treating pain to reduce behavioural
disturbances in residents of nursing homes with
dementia: cluster randomised clinical trial

Bettina S Husebo postdoctoral fellow’, Clive Ballard professor?, Reidun Sandvik registered nurse’,
Odd Bjarte Nilsen statistician®, Dag Aarsland professor*

BMJ, 2011
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Systematic Review Snapshot

Clinical Synopsis
TAKE-HOME MESSAGE

According to limited evidence, emergency physicians should avoid meperidine and consider
prescribing oxycodone to elderly patients when narcotics are indicated for pain control.

Which Medications Are Associated With

Incident Delirium?

EBEM Commentator
DATA SOURCES Christopher R. Carpenter, MD, MS

Division of Emergency Medicine, Wasbington University, 5t. Louis, MO

Ann Emerg Med, 2012

“L'evidenza piu stringente che emerge da questo lavoro riguarda
I’analgesia con oppiacei:

e Evitare la meperidina

* Dosi inferiori di oppiacei — in pazienti chirurgici — paradossalmente
incrementano il rischio di delirio.”




Systematic Review Snapshot
Clinical Synopsis
TAKE-HOME MESSAGE

According to limited evidence, emergency physicians should avoid meperidine and consider
prescribing oxycodone to elderly patients when narcotics are indicated for pain control.

Which Medications Are Associated With
Incident Delirium?

EBEM Commentator
DATA SOURCES Christopher R. Carpenter, MD, MS
Division of Emergency Medicine, Wasbington University, St. Louis, MO

“La fisiopatologia della relazione inversa tra la dose dell’'oppiaceo ed il
delirio non e stata ancora ben descritta: piu probabilmente
rappresenta un problema multifattoriale, cui concorrono gli effetti del
dolore acuto sul sistema nervoso centrale.”

CARPENTER, ANN EMERG MED, 2012
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Effect of a musical intervention on
tolerance and efficacy of non-invasive
ventilation in the ICU: study protocol for a
randomized controlled trial (MUSique pour
I'Insuffisance Respiratoire Aigue - Mus-IRA)

Jonathan Messika'**'*'®, David Hajage***, Nataly Panneckoucke’, Serge Villard", Yolaine Martin', Emilie Renard’,
Annie Blivet!, Jean Reignier®, Natacha Maquigneau®, Annabelle Stoclin'®, Christelle Puechberty™ Stéphane Guétin',
Aline Dechanet®® Amandine Fauquembergue®®, Stéphane Gaudry'**, Didier Dreyfuss'** and Jean-Damien Ricard'*?

Sound volume

Rythm : _
6010 70 bpm| Yt : 5010 60 bpm

215 1 o 3 instruments
struments

Adult patient with acute respiratory failure requiring NIV, with a
level of consciousness good enough to benefit of the musical
intervention and no exclusion criteria

Musical intervention with the “L-type” sequence
This sequence baging with a downswing phase, achisved by reducing the musical
1 rhythms and e number of instruments, the requencies and th volume, and a
FrAKIUm relaxation phase with a I'TI"I'II'II'I'I of slow pace, and reduced orchesiras

i

NIV only | l Sensory deprivation I I Musical intervention
I [ I . e : : .

= Fig. 2 Musn:al_ intervention with 1_'he L-type sequence [24]. ThIS-
First session initiated by the physician, the nurse and the nurse-assistant in charge sequence begins with a downswing phase, achieved by reducing
Pressure support mode, PS is set to obtain 15<RR< 25¢/min and 6<Vte<10mi/kg PBW, Fil},tﬂ rl-E mus.lca| I-hy-rhrm and ﬂ-E numr 'Df II'|51'I'LII'I'I'E|'ITS, 'I:|‘|E' -ﬁ-ﬁ:l LlErﬁ:|E‘,

obtain Sp0,>92%, EPAP 2-6 cmH,0 above PS. 2 : :
Following sessions with settings according to clinical needs and the volume, and a maximum relaxation phase with a slow-paced

: ; rhythm and reduced orchestras (bottom of the L) bpm beats per minute
L9

| Isolating headset and mask obscuring the eyes
1

Musical session
30 min “L-type”

For each NIV session, until intubation, NIV discontinuation, ICU discharge or day-28 |

Fig. 1 Study protocol and randomization arms. Pressure support is progressively increased in order to obtain a respiratory rate between 15 and
25 cycles per minute, an exhaled tidal volume of 6-10 mkg of predicted body weight, and the disappearance of signs of rmspiratory disress. Positive
end expiratory pressure is set 2-6 cm H,0 above pressure support and adjusted according to patient's tolerance. RO, is set to obtain a minimal pulse
oximetry of 92 % NIV non-invasive ventilation, £5 pressure support, AR respiratory rate, Vie exhaled tidal volume, PBW predicred body weight, FO,

L fraction of inspired axygen, Sp0, peripheral capillary oxygen saturation, EPAP expiratory positive aiway pressure, /(U intensive care unit

Music therapy has shown its beneficial effects on
patient anxiety, pain [24], and physiological events
(heart rate, blood pressure) either outside [15, 42-44]
or inside the ICU [16-20]. These studies showed that







SCIENTIFIC REPg}RTS

OPEN The role of touch in regulating
inter-partner physiological coupling
during empathy for pain

Received: 18 January 2017 Pavel Goldstein®*?, Irit Weissman-Fogel* & Simone G. Shamay-Tsoory*

Accepted- 2 May 2017
Published online: 12 June 2017

The human ability to synch ize with other indivi is critical for the development of social
behavior. Recent research has shown that physiological inter-personal synchronization may underlie
behavioral synchrony. Nevertheless, the factors that modulate physiological cwphng are still Iargely
unlunown Hen we suggest that social touch and empathy for pain may enh terp:

physi: ling. Twenty-twor ic couples were assi the roles of target (pain receiver)
and ohservar (pain observer) under pain/no-pain and touch/ne-touch conditions, and their ECG and
respiration rates were recorded. The results indicate that the partner touch increased interpersonal
respiration coupling under both pain and no-pain conditions and increased heart rate coupling

wnder pain conditions. In addition, physiological coupling was diminished by pain in the absence of

CLO results

Pain

)

Figure 3. Graphical representation of Coupled Linear Oscillator (CLOY) mode] findings for heart rate and
respiration {Fig. 2). Blee lines represent respiration inter-partner coupling and red lines represent coupling in
heart-rate. The line’s thickness represents the strength of the coupling, with broken lines denoting a total lack of
the coupling. () Coupli nfrﬁpﬂmtlnrt and heart rate during foudh-pain condition. () C ing of respiration
and heart rate during ru::lgi-im pain condition. (c) Mo coupling of respiration and heart rate leﬂ uring no fot-
pain condition. {d) Coupling of respiration and heart rate during no fosch-no pain condition.
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